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Scotland takes action on alcohol 

Peter Rice 


In April 2009 Kenny MacAskill, the 
Scottish Cabinet Secretary for Justice, 
spoke at the Royal College of 
Psychiatrists Addictions Faculty 
meeting in Edinburgh and no one who 
heard him will be in any doubt that the 
Scottish Government means business in 
doing something about alcohol problems. 

What currently distinguishes the 
Scottish approach is that in addition to ideas 
on consensus issues such as public 
education, product labelling and tackling 
alcohol-related crime, the Government has 
invested a considerable amount of money, 
£125m, in prevention and treatment, with an 
emphasis on brief interventions, as well as 
expanding specialist services to cope with 
the considerable unmet need. 

What has prompted this? 

What has really stirred things up, though, 
have been the proposals to change the 
availability of alcohol, in particular, the price. 
The Government has accepted the analysis 
that the chronic health harm caused by 


alcohol, across all age groups, is closely 
related to low cost and ready availability, and 
that the major problem area is the 
supermarket sector. 

In March, Christine Grahame MSP, 
convenor of the Parliament’s Health and 
Sport Committee and a convert to action on 
price, said, “I have great concern for the 
hidden numbers behind the net curtains of 
Scotland, who are putting alcohol in their 
supermarket trolleys on buy-one-get-one- 
free promotions when they would not 
normally buy it; because alcohol is within 
easy reach, they are taking it in the way that 
they used to drink a cup of tea at night.” 

The 10-15% increase in alcohol-related 
acute hospital admissions in the over-50s 
over the past five years suggest she is right 
and that action is needed which affects the 
behaviour of the whole population. This 
challenges the comfortable consensus that 
the concerns are only with younger people 
and those with an obvious alcohol problem 
and the task is to “tackle” these groups and 
leave “the sensible majority” undisturbed. 


In this issue 

■ We lead this issue of SCANbites with an 

article from Peter Rice looking at 
f L how Scotland is blazing the 
V jT ^ trail with alcohol policy, 

\f together with a summary of a new 
if Scottish alcohol needs assessment. John 
1 Dunn summarises a new NTA publication 
\ Towards Successful Treatment Outcomes 
V (page 8) 



■ The retendering 
debate continues with 
responses to the 
/ , * findings of the recent 

' SCAN survey from nurses by Jim 
j Jones, Chair of ANSA (page 4) 
and Andre Geel, Chair of the 
Addiction Faculty of the BPS 
(page 5). Clearly we are not 
alone! 

■ The At your service series 
continues with Mike Kelleher 
describing the development of 
addiction treatment in Brixton Prison 
(page 12), while Sue Ruben tells us how she 
survived the transition from addiction 
psychiatry to general adult psychiatry (page 6). 
The new clinical conundrum series is launched 
with three views on how to manage a 
complex 
forensic 
problem - 
featuring the 
observations of 
an addiction 
psychiatrist, a 
forensic 
psychiatrist and 
a MAPPA 
coordinator 

(page 10). what happened in Brixton? 



■ Caroline Cooper reviews 
a new book "Community 
treatment of drug misuse" 
by Nick Seivewright (page 
7), and Aideen O'Kane 
reflects on the recent 
SCAN conference for 
trainees and new 
consultants (page 14). 
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Minimum pricing 

So what is the proposed action on 
price? The medical profession, 
including addiction psychiatrists, 
have had quite a bit to do with this. 

In 2007, Scottish Health Action on 
Alcohol Problems (SHAAP), a group 
established by the Medical Royal 
Colleges in Scotland, produced a 
report on price which called for a 
minimum price for alcohol. This 
recommendation was based on: 

□ A review of the considerable 
evidence base on the 
relationship between price and 
harm. 

□ Evidence that the other most 
commonly used price control 
mechanism, excise duties, were 
no longer effective in the UK as 
producers and retailers absorbed 
these costs. 

□ Evidence that the price that 
mattered most was that of the 
cheapest alcohol, so action on 
the “floor price” was more 
important than at the expensive 
end of the market. 

□ A legal opinion that, contrary to 
what the alcohol industry had 
been saying for years, a 
minimum price policy may not 
breach competition law in the 
UK or European Union because 
Governments were entitled to 
act to protect public health. 

Since that report, further work has 
emerged from Petra Meier and 
colleagues from the University of 
Sheffield, available on the 
Department of Health website, 
which supports the SHAAP 
conclusions. The Chief Medical 
Officer in England, Prof Uiam 
Donaldson, followed the Scottish 
lead when he called for minimum 
pricing in his Annual Report in March 
2009. 

The industry response 

There has been a quick response 
from some parts of the alcohol 
industry to this work. The Scotch 
Whisky Association has led the 
charge against minimum pricing in 
Scotland and SAB Miller (formerly 
South African Brewers) 
commissioned a report to counter the 
University of Sheffield findings. 

Other parts of the alcohol 
industry have been supportive of 


minimum pricing. The Scottish 
Uicensed Trade Association, whose 
members are typically owner- 
operated pubs who pride themselves 
on high standards of practice, have 
supported the policy since its 
inception. Others such as the British 
Innkeepers Institute and the 
Campaign for Real Ale (GAMRA) 
have overcome their initial “we don’t 
want more regulation” response and 
now support the measure. There has 
been the recent support of Tennents, 
Scotland’s leading lager brand, and 
Molson Coors, the makers of Carling, 
to explore minimum pricing as a 
means of ending deep discounting. 
Producers have become increasingly 
public about their resentment of the 
power of the supermarkets in 
imposing low wholesale prices and 
using alcohol as a loss leader to get 
customers into their stores, where 
they make their profit on other goods. 

The Alcohol Bill: watch this space 
All these political and business 
battles might seem remote from the 
interests of the average practitioner in 
the field, but price is the most 
important factor in determining what 
alcohol-related harm comes through 
the doors of our clinics and hospitals. 
The Scottish Parliament will vote on 
an Alcohol Bill, including the 
minimum price proposals in the 
autumn. We have a minority 
Government and nothing is certain, 
but the health voice has been 
important in the debate so far and 
those of us involved plan that it will 
remain so. 

FURTHER READING 

Scottish Government (2009) Changing 
Scotland's Relationship with Alcohol: A 
Framework for Action. Scottish 
Government, Edinburgh. 

Drummond, C., Deluca, P., Oyefeso, A., 
Rome, A., Scrafton, S., Rice, P. (2009) Scottish 
Alcohol Needs Assessment. Institute of 
Psychiatry, King's College London: London 

Scottish Health Action on Alcohol Problems 
(2007) Alcohol: Price, Policy and Public 
Health. SHAAP, Edinburgh, shaap.org.uk 

Information and Statistics Division (2009) 
Alcohol Statistics Scotland 2009. Scottish 
Government, Edinburgh. 
alcoholinformation.isdscotland.org 


Treatment access in Scotland 



Scotland's population has better access to 
alcohol treatment than England's, in spite 
of a higher prevalence of alcohol 
dependence north of the border. 

The first national alcohol needs assessment 
for Scotland, published in August 2009, 
found an alcohol dependence prevalence 
of 4.9% in adults, compared with 3.6% in 
England. 1 ' 2 The study was commissioned 
by the Scottish Association of Alcohol and 
Drug Action Teams and funded by the 
Scottish Government. 

Overall, 1 in 12 Scots with alcohol 
dependence gained access to treatment in 
2006/07 compared with 1 in 18 in England 
in 2004: a 48% higher level of access in 
Scotland. This is likely to be accounted for 
by the 50% higher spend on alcohol 
treatment in Scotland: £296 per 
dependent drinker in Scotland compared 
to £197 in England. 

As this data was collected before 
publication of the new Scottish alcohol 
strategy and the related new investment 
in alcohol treatment services, this situation 
is likely to improve further. Welcoming the 
report, Dr Michael Farrell, Chair of the 
RCPsych Addiction Faculty said, "Scotland 
has shown the way within the United 
Kingdom and in Europe with innovative, 
evidence-based approaches to prevention 
and treatment of alcohol problems. Other 
Governments would do well to follow a 
similar approach." 


REFERENCES 

1 Drummond, C., Deluca, P., Oyefeso, A., Rome, 
A., Scrafton, S., Rice, P. (2009) Scottish 
Alcohol Needs Assessment. Institute of 
Psychiatry, King's College London: London 
(www.saadatonline.co.uk/word_docs/Scottish 
%20Alcohol%20Needs%20Assessment.pdf) 
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Comment 



We are not alone! 

Colin Drummond 


In the last issue of SCANbites we 
highlighted the growing concerns of 
addiction psychiatrists about the adverse 
impact of increasing retendering of NHS 
addiction services across England. Since 
then Starship SCAN has boldly gone to 
other parts of the addiction Universe to 
explore the views of other specialists in the 
field. And clearly we are not alone. 

Jim Jones, Chair of the Association of 
Nurses in Substance Abuse, highlights in 
this issue the concerns of specialist nurses 
in the field (page 4). The same concerns 
about disruption to patient care, damage to 
staff morale, and replacement of trained 
specialist staff by people with less 
experience and qualifications are shared by 
nursing colleagues. 

For those nurses who remain in services 
after re-tendering their continuing 
professional development is often not 
financially supported and some nurses re¬ 
employed under TUPE within 3rd sector 
organisations report being financially worse 
off. However, their main concern is about a 
financially driven agenda prioritising 
quantity over quality. Similar concerns are 
also highlighted in a consultant nurse’s 
letter to SCANbites in this issue (pagel6). 

Meanwhile in the clinical psychology solar 
system Dr Andre Geel, Chair of the British 
Psychological Society Faculty of 
Addictions, raises concerns about the 
future quality of psychological 
interventions (page 5). In an environment 
where clinical psychology leadership is not 
being appropriately prioritised, he is 
concerned not just that psychological 
therapies may be ineffective and at odds 
with NTA and NICE guidance, they may 
potentially be harmful in the wrong hands. 
Dr Geel also highlights what has become a 
postcode lottery due to differences in 
commissioning priorities for specialist 
professional staffing. Clearly this issue goes 
beyond the narrower concerns about re¬ 
tendering, raising questions about the 
wisdom of a policy which allows, or even 
encourages, such wide diversity in 
commissioning of service provision. How 


can it be, for example, that the local needs 
are deemed to be so divergent across nine 
adjacent London boroughs that the clinical 
psychology provision varies by a factor of 7, 
from 0.2WTE in one borough to 1.4WTE 
in another? 

In yet another galaxy the BMA News 
highlights similar concerns about the wider 
NHS in which “finances are being 
prioritised over care, there is falling 
investment in research and training, and an 
emphasis on profits.” 1 In their view the 
“marketisation” of the NHS, with contracts 
moving to the independent sector, will 
have lasting damage on quality of care and 
workforce training for many years to come. 
Medical training, both for undergraduates 
and postgraduates, appears to have little or 
no place within new independent sector 
contracts or ethos. 


So, far from being a problem uniquely 
affecting addiction psychiatry, politically 
driven changes in commissioning practice 
are raising remarkably similar concerns 
across professions in addictions and the 
wider NHS. As these changes are 
undermining NTA and Department of 
Health policy, as highlighted by Dr Geel, it 
is time for these organisations to formally 
examine the impact of commissioning 
activity on the quality of care and 
professional training in England. 

The contributions from different 
professions in this and the last issue of 
SCANbites highlight that we share the 
NTA’s and Department of Health’s vision 
of the need to improve the quality of 
addiction treatment. However, this is 
unlikely to be achieved in an environment 
where these aspirations are afforded such a 
low priority at a local level. It may be 
addiction treatment, Jim, but not as we 
know it... nor, indeed as good as it could 
be. 







Professor Colin Drummond is SCAN Lead 


REFERENCE 

1. Anonymous (2009) Medics rally to anti¬ 
market campaign. BMA News, August 29. 
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RE-TENDERING 



Specialist nursing observations on the 
SCAN retendering survey Jim Jones 



Jim Jones is 


Chair of the 
Association of 
Nurses in 
Substance 
Abuse (ANSA). 


ANSA members report similar 
experiences to those outlined in the 
SCAN survey of addiction 
psychiatrists. The process of 
recommissioning should be one of 
improving effectiveness, but has all 
the hallmarks of being cost-driven, 
with little understanding shown in 
many cases by commissioners of the 
nature of the work being done, or of 
the nature of nurses' roles within it. 



Florence 

Nightingale 


The process is certainly disruptive, with 
services that 
have lost 
contracts 
running down 
in the months 
before the new 
ones take over, 
and with little 
effective handover 
occurring. Staff leave 
when faced with an 
uncertain future, the good 
ones find work in neighbouring areas 
that have ‘new’ services starting up, 
leaving behind understaffed services 
with low morale to trickle on with 
unfilled (and unfillable) posts. Service- 
users do not know how they will 
continue to be treated after the change 
until the last minute, and many well- 
established therapeutic alliances have 
been broken by the 
recommissioning process. 

Nurses report that many 
commissioners have no 
background in drug treatment, 
sometimes no background in 
health or social care, and are 
dependent on others for 
guidance. This leaves them 
open to influence from ill- 


informed, political elements. This can 
include pressure groups with particular 
agendas, and evidence-based treatment 
principles can suffer. It seems there is 
little understanding of what nurses can 
do; their knowledge, skills and 
experience acquired during a 3-year 
undergraduate professional training may 
make them more difficult to manage; but 
drug workers with lesser ability or 
professional qualifications are in many 
cases being deployed in services to take 
on the same role at the same salary. For 
medical staff it means they will not be in 
receipt of the support nurses can give to 
their role, whilst drug workers often 
cannot see what that support may need 
to be, nor have the ability to provide it. 
RMN trained nurses in particular report 
poor recognition of what they can offer in 
the care of complex service users. 
Service-users are, of course, worse-off as 
a result. 

Prison-based nurses report that the 
complex nature of that work is not 
recognised by the commissioning 
process and new contractual 
arrangements are aspirational to the 
point of being pie-in-the sky in terms of 
the likelihood that goals will be met. 

The lack of recognised standards 
and qualifications for the role of 
commissioner means that nurses have 
found themselves having to defend 
accepted professional-practice standards 
as part of the contracting process. Job 
descriptions are pared to the bone, 
particularly the requirement for clinical 
supervision and continuing professional 
development, which in many instances is 
left completely financially unsupported 
within new service contracts. This 
emphasises the short-term nature of 
many contracts, with little chance to 
grow mature teams, or develop well 
trained and supported staff. 

Commissioners do include some 


nurses with a specialist addiction 
background. Of course their position as 
commissioners means their skills are lost 
to clinical practice, and their skills as 
commissioners are variable due to lack of 
specific training for that role. 

Nurses who have worked in the 
NHS can be TUPE’d across to the new 
provider. However, this can lead to 
problems with NHS pensions if it is to a 
3rd Sector provider, and risks becoming a 
‘gap in service’ if a move back to the 
NHS is part of further career 
development. The re-commissioning 
process can result in a cost saving of 20% 
because the new pension arrangements 
are much cheaper for the employer. 

This, of course, may be part of a much 
bigger financial agenda. 

The concept of “World Class 
Commissioning” has much to offer in 
terms of revitalising service provision 
and avoiding complacency. (Although 
the “World” seems limited to the UK in 
the manner in which it operates.) 

However, the devil is in the detail, 
and the detail often means a dumbing 
down, cost-driven exercise where 
professional standards are paid only lip- 
service. It must not be forgotten by those 
of us who work in the field clinically, that 
our client group are not always held in 
the highest esteem and that in the eyes 
of outsiders we can be contaminated by 
that association. High quality, more 
costly services for those who some may 
regard as ‘criminal deviants’ will not 
score heavily with the electorate. On the 
other hand the commissioning process 
needs to recognise that professional 
nurses who choose to work with this 
client group are not attracted by the 
same things that exist in other areas of 
health care, and that it would be all too 
easy to drive them away into more 
popular, better recognised fields of 
practice. 
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The clinical psychology perspective 

Andre Geel 



READY TO 
BE FIRED? 



Dr Andre Geel, 
Cluster Lead 
Consultant 
Clinical 
Psychologist, 
CNWL Foundation 
Trust, London, and 
Chair of the 
Faculty of 
Addictions, British 
Psychological 
Society 


The recent SCAN survey raises some 
very interesting issues - both threats 
and opportunities, and pros and cons. 
It seems pertinent to all professions, 
but I will respond from the 
perspective of clinical psychology and 
my own clinical experience in some 
London boroughs. 

There are very few Clinical 
Psychologists working in the 
addictions field. They number 
somewhere between 100 and 200 
spread across the United Kingdom. 

As a profession they represent the 
“Psychology of Addiction” - the 
behavioural, cognitive, interpersonal 
and non-medical, non-chemical/non- 
pharmacological view of the addictive 
process. Within their teams, services 
and organisations they are ideally 
positioned to be standard bearers and 
champions for the psychosocial 
interventions so comprehensively 
highlighted by NICE and others in 
the last few years. 


With the publication of the NTA’s 
“Psychosocial Interventions for Drug 
Misuse” in 2009 we now have three 
consecutive years of guidelines and 
literature attesting to the need for 
“professionalism”: the Darzi report, 
“High Quality Care for All” in 2008 
and for “clinicians to inform strategy, 
and drive quality, service design and 
resource utilization” from the 
Department of Health’s “World Class 
Commissioning” in 2007. From this, 
the message seems clear and the 
evidence overwhelming that 
commissioners must commission 
services that ensure that patients get 



Ivan Pavlov 


better as quickly as possible by 
receiving appropriate and effective 
treatment. However, in my 
experience this has not always been 
the case. 

In my current post, I am in the 
fortunate position to be able to 
observe both directly and indirectly, 
the functioning of both general and 
psychology-specific addiction services 
in nine London boroughs. I also 
directly supervise the psychologists in 
four of those boroughs. It is clear that 
the way that psychology services in 
these different boroughs are 
commissioned varies hugely. Across 
the nine boroughs, consultant 
psychologist posts range from 0.2 
WTE (whole time equivalent) to 1.4 
WTE and other psychology posts from 
0.0 WTE to 4.0 WTE. 

The value that commissioners place 
on quality appears to vary greatly and 
there appears, in some cases, to be 
little awareness of the need for high 
quality such as, for example, 
consultant psychologist posts as a 
consistent need. Much of the more 
recent commissioning discussions 
focus on cost and are not quality- 
driven. There appears to be very little 
awareness or acknowledgement of 
NICE, NTA or Department of Health 
guidelines. In some local boroughs 
services appear to have been 
commissioned on their cost alone and 
not on whether they were NICE or 
NTA-compliant. It is my experience 
that a number of non-NHS providers, 
who are not required to have 
consultant-level or chartered 
psychologists as part of their staff 
complement, have been 
commissioned to provide psychosocial 
interventions without being 
NICE/NTA compliant, or without 
commissioners placing NICE/NTA- 
compliance as a requirement for a 
successful bid. 

I do believe that it is possible to 
commission an affordable service and 
for it still to be NICE/NTA- 
compliant, but it takes some time to 
design such a service as the details 
involve looking at skill mix, workforce 
redesign, key worker and drug worker 
competencies, as well as requirements 
for supervision and training, and the 
required ratios of experienced, 


consultant psychologists to those who 
are less skilled and experienced. 

Indeed, it would be clinically effective 
to have a consultant psychologist in 
post in a borough, who would then 
supervise psychologists, key workers, 
nurses, and CBT therapists in 
psychosocial interventions, as opposed 
to counsellors using eclectic (a 
mixture of humanistic, 
psychodynamic and other) 
interventions which are not evidence- 
based, and which are indeed clinically 
ineffective, counter-therapeutic and 
contra-indicated. (See page 14 of 
Psychosocial Interventions for Drug 
Misuse, 2009.) 

The cheap option is no longer “cheap 
and cheerful” but can be actively 
harmful. Based on the above 
evidence it is possible that some 
services that are commissioned purely 
on a low budget may actually be 
making patients worse, when if a little 
more money was spent more carefully, 
the service could be designed to make 
patients better. 

The Hippocratic Oath of “do no 
harm” applies equally to the 
psychosocial interventions, and we 
should ensure that we design services 
in a way that includes a quality control 
element, which will in turn ensure 
clinical effectiveness. The least one 
could do would be to have a 
consultant psychologist as lead 
clinician for psychosocial interventions 
in each service. This would ensure 
that the workforce is appropriately 
trained and supervised, and that 
patients are seeing the right therapist 
using the right intervention. 


We have now reached a point in the 
development of psychological 
treatment where we know which 
treatment works for which disorder 
and with which patient. We need to 
ensure that our workforce reflects 
this knowledge and does not 
continue to repeat old mistakes. 
Commissioners need to use this 
knowledge constructively and 
intelligently as part of their 
commissioning process. 
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LIFE AND POETRY 


Life after addiction psychiatry 

(or how to return to the adult 
world and survive it) 


Sue Ruben 

My career plan, not that I'd have 
called it that, was to stay in 
Liverpool Drug Services until 
retirement or death. With the 
relentless move to the cheap and 
cheerful "no frills services" (or 
"Easydrug" as I called them), 
addiction psychiatrists were to me, 
an endangered species surrounded 
by predators replacing full-time 
Consultants with sessional GPs. 

The day in early 2005 when I 
uncovered the plan to dispense with 
my post was a strange one. I 
realised too late that, having 
relinquished my role as Clinical 
Director, I had lost any semblance of 
influence over any aspect of local 
services including my own. I was a 
dinosaur facing extinction. 

My popularity with colleagues and 
service users meant nothing as I did 
not have the support of the Trust's 
executive team, local 
commissioners, or the NTA. The 
letter I had written expressing my 
concerns on matters of clinical 
governance had won me no friends 
in the organisation, nor had my fairly 
extensive knowledge of the 
literature and evidence base, which 
seemed to irritate rather than 
educate. 

"I feel like a character in a Kafka 
novel," I said to the manager, who 
was unmoved and merely informed 
me that he had never heard of Kafka 
so couldn't comment. I felt ill and 


helpless and made a decision to 
return to adult psychiatry rather than 
await my fate. A job was available 
with colleagues I knew and liked in 
Wales, and it was commutable from 
Liverpool. 

The move back to the adult world 
was daunting. I managed it while 
keeping a foot firmly in the 
addiction world. Here are some 
thoughts which may help others 
who have to make a change and for 
trainees who aspire to addiction but 
where no suitable post is available. 
The skills required to be a 
Consultant Psychiatrist are largely 
transferable across sub-specialities. 
We have a lengthy training and 
background in mental disorders 
within a broad based socio-bio- 

TRANSFERABLE SKILLS 

psychological model. Our strength 
should be in bringing leadership 
qualities and a real understanding 
and commitment to multi¬ 
disciplinary working. 

A background in addiction gives us 
much experience in working across 
traditional boundaries. We are used 
to forming therapeutic relationships 
with hard to engage patients - my 
personal favourites. Adult 
psychiatry teams often find 
substance misuse issues hard to 
tackle, despite the high prevalence 
within their populations. They 
welcome expertise and an 


appreciation of the subtle and 
complex interplay between mental 
illness and substance misuse. All 
posts have service development 
opportunities, and negotiation 
skills are well developed when 
coming from addiction, to say 
nothing of our finely tuned 
bullshit detectors! 

There are, of course, differences. 
New teams with strange names 
now exist. There were a few 
medications I had never prescribed, 
but surprisingly few in fact and easy 
to learn. I hadn't been to a Mental 
Health Review Tribunal for years 
and I found the first few tough. My 
ever sharp tongue got me through. 

I am glad I kept up Section 12 
Approval and stayed on the on-call 
rota. It was surprisingly easy to get 
stuck into a new job with a 
different patient group and new 
challenges. My sense of humour 
returned. 

I did grieve. I couldn't drive past 
my old office without crying, 
necessitating a change of route to 
my new job - red eyes are so 
unattractive in a woman of my age. 
To this day I have a ridiculous gripe 
that irks me. I didn't get my 
picture in "Trust Matters" when I 
left - the only Consultant ever not 
to be so honoured. Now that I work 
in Adult Psychiatry I do not forget 
my first love, Addiction. 

I have negotiated a personal 
development plan allowing time for 
addiction courses and conferences. 

I offer second opinion work for the 
local addiction services. I volunteer 
for groups that are relevant to my 
special expertise. I teach on 
addiction topics within mental 
health services locally, and on the 
Liverpool MRCPsych Course. I 
am involved in an alcohol research 
group in North Wales with a 
funded project underway. 

My final advice is to make the best 
of whatever job you do and it will 
be interesting. I would return to 
my first love if an opportunity arose 
but, if not, I will continue to enjoy 
the adult world, my new colleagues 
and the privileges that a career in 
psychiatry has brought me. 

I finish with a short confessional 
poem which I recently wrote on the 
train to Bath. 



Confession 

I’m addicted 
To 

Addiction 

(in a healthy way of course) 

I crave 

The 

Chaos 

Stories 

Variety 

Stimulation 

Frustration 

Even perhaps the NTA 
(Well let’s not get carried 
away) 

I 

Dream 

Of 

A relapse 
Back 

To drugs and alcohol 

Friends sigh 
You look 
So well 
Rested 
Happy 
And I am 

But it’s always there 
An insistent 
Nagging 
Little voice 
In 

The back of 
My head 

Be warned 
It’s with you 
For life 

I hope 



Dr Sue Ruben, 
consultant in 
general adult 
psychiatry. North 
Wales NHSA Trust 
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BOOK REVIEW 



COMMUNITY 
TREATMENT OF 
DRUG MISUSE 

MORE THAN METHADONE 


NICHOLAS 5EIVEWRIGHT 


ASSISI LD BY MARK PARRY 




Medklne 


Community treatment of 
drug misuse: More than 
methadone Nick Seivewright, 
assisted by Mark Parry 

Review by Caroline Cooper 

M any will be familiar with Nick 
Seivewright's original book on 
the community treatment of 
drug misuse, and its beguiling 
sub-title "More than methadone", which he 
originally chose to encourage services to 
incorporate psychological approaches to 
treating opiate misuse and to offer 
treatment for drugs such as cocaine for 
which there is no substitute prescription. 

Originally published in 2000, when the 
use of buprenorphine was in its infancy and 
LAAM was still prescribeable, this has been 
updated with a second edition providing an 
updated resource whilst remaining true to 
the original aim: to provide practical advice 
based on scientific evidence. 

Dr Seivewright is assisted by Dr Mark 
Parry in providing a more comprehensive, 
updated literature review alongside practical 
information. This focuses on opiates, but 
also includes the effects, complications and 
treatment of other substances of abuse. Of 
these, cocaine, amphetamine, ecstasy and 
benzodiazepine misuse are covered in most 


detail and illustrated with case histories, 
with shorter sections touching on 
methamphetamine, khat, cyclizine, 
hallucinogens, steroids and solvents. 
Cannabis, alcohol and nicotine are discussed 
only in relation to their implications for drug 
services, without addressing the 
management of patients with problematic 
use of these substances alone. 

Case histories are scattered throughout 
the book, and bring the text to life. 

Although I'm sure there was a temptation to 
use positive examples of how treatment 
brought about marked changes in the 
patient's circumstances, ("patients" or 
substance "misusers" throughout, rather 
than clients or service users), many examples 
show less-than-good outcomes, which 
reflect the realities of providing treatment 
for our particularly challenging group of 
patients. 

The book does not shy away from 
controversies of drug treatment in the 
community: the fact that in prescribing we 
replace one addictive substance with 
another, or that patients abstinent from one 
substance may start using an alternative; 
difficulties in defining success of treatment 
(psychosocial stability versus abstinence, the 
current recovery agenda conflicting with the 
need to retain patients in treatment); the 
role of treating individuals to benefit wider 
society; and enforced treatment as a 
potential alternative to custodial sentences 
in the criminal justice setting. 

The difficulties in providing treatment to 
people living in socially deprived areas with 
occasionally questionable motivation to 
change are also referred to. 

Following the introduction to 
community treatment of addiction and a 
review of methadone, associated treatment 
aspects are examined - counselling, 
treatment contracts and drug testing, and 
safe prescribing. Different pharmacological 
approaches to opiate detoxification are 
covered, followed by strategies for 
preventing subsequent relapse. Strengths 
and weaknesses of other opiate substitute 
drugs (in particular buprenorphine) are 
discussed, as are prescription amphetamines 
and benzodiazepines, although the lack of 
mention of modafinil as a potential 
substitute treatment for stimulant use may 
age this edition of the book. 

The second section of the book 
addresses service provision: the 
development of community drug services 
and the organisation of teams, but 
unfortunately the increasing role of non- 
statutory drug services in providing Tier 2 


work is barely mentioned and service 
commissioning is not discussed at all. 

The book gives the impression that most 
drug treatment services are placed within 
the NHS - hopefully by the publication of 
the 3rd edition, this will still be the case. A 
chapter is devoted to drug treatment in 
primary care, and another to dual diagnosis 
and the overlap between drug use and 
mental disorder (including personality 
disorders). 


It could have been written with me in mind 


The final chapter before the appendix 
(protocols for various detoxification regimes 
for heroin) looks at liaison work and special 
patient groups: work within general 
hospitals and prisons, with pregnant 
women, adolescents, and older patients 
who are at greater risk of physical health 
problems. Physical issues such as pain and 
blood-borne viruses are also reviewed with 
respect to their impact on addiction services. 

The book could have been written with 
me in mind - it is a more readable guide to 
practice than the orange guidelines, and I 
would certainly recommend it as a valuable 
companion for psychiatrists starting out in 
this field, for drug workers to understand 
more about the medications we use and 
why, and to GPs working in addiction (who 
may not have had the opportunity to 
experience as full a range of psychological 
and supportive interventions as those with a 
psychiatry background). 

Unfortunately, it is limited in providing 
information on pharmacological and 
biological mechanisms (although the 25 
pages of references at the end provide a 
sound starting point for those wanting to 
read up on this material), and it may lack 
the detail desired by more experienced 
clinicians. However, they too may benefit 
from a book which provides thought- 
provoking opportunities to re-examine 
theoretical and practical aspects of their 
work. 

■ Seivewright, N. (2009) Community 
Treatment of Drug Misuse: More than 
methadone, 2nd Ed. Cambridge University 
Press, Cambridge. 

■ Dr Caroline Cooper, SCAN 

Trainee and specialist registrar, 
Nottingham Healthcare Trust 
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NTA 



The NTA has developed guidance for 
service providers and commissioners on 
good practice in preventing unplanned 
discharges from drug treatment services: 
Towards successful treatment completion - a 
good practice guide} This article summarises 
the main areas that the guidance covers. 

Background 

The document examines the reasons why 
clients may not complete drug treatment and 
examines factors involved in successful planned 
discharges; reviews the research on measures 
designed to improve engagement and retention 
in treatment; and gives examples of good clinical 
practice aimed at improving treatment 
effectiveness and successful treatment 
outcomes. By engaging and retaining clients in 
effective treatment, it is anticipated that more 
will achieve their treatment goals and leave drug 
treatment in a planned way. 

The development of the guide was 
supported by an expert advisory group 
established for this purpose, and was finalised by 
its agreement. The group included 
representatives from addiction psychiatry, 
primary care, research, addiction nursing, 
pharmacists, NHS treatment providers, the non- 
statutory sector and client advocacy groups. 

For 2007/08, 202,666 individuals were 
recorded as being in contact with drug treatment 


services in England. Seventy eight percent 
entering drug treatment were retained in 
treatment for at least 12 weeks and a further 4% 
had a planned discharge before 12 weeks. 

Whilst successfully retaining clients in 
treatment for 12 weeks or more is an important 
proxy for the delivery of effective strategies to 
engage and retain clients in treatment, it does 
not always translate into clients subsequently 
successfully completing their treatment and 
leaving treatment services in a planned way. 

If a client chooses to leave treatment in an 
unplanned way, often before their goals have 
been fully achieved, or if treatment is 
withdrawn, the client can be said to have had an 
unplanned discharge. Whilst not all do badly 
after such a discharge, it is generally considered 
good practice to maximise planned discharges. 

Unplanned discharges occur for a range of 
reasons, the commonest being dropping out of 
treatment, followed by going to prison, 
treatment being withdrawn, the client declining 
the treatment offered or moving away and losing 
contact with the treatment service. 

An unplanned discharge does not 
necessarily mean that treatment was a failure. 

For example, clients who are discharged because 
they have gone to prison should have their 
treatment continued under the Integrated Drug 
Treatment Systems (IDTS) that have been 
introduced in the prison estate. Some clients 


who dropped out of treatment may no longer 
need treatment. 

In 2007/08 69,642 individuals were 
discharged from treatment of which 51% 
successfully completed treatment and were said 
to have had a planned discharge. However, 48% 
had an unplanned discharge, with treatment 
drop out being the commonest reason (28%). 

There has been a downward trend in 
unplanned discharges from 71% of individuals 
leaving drug treatment in 2004/05, to 66% in 
2005/06, 58% in 2006/07 and 48% in 2007/08, 
which adds credence to the potential for 
optimising further the number of planned 
discharges that can be achieved. 

The profile of unplanned discharges 

There is considerable variation between 
partnerships in the rate of unplanned discharges. 
Data from the National Drug Treatment 
Monitoring Service (NDTMS) and the Drug 
Interventions Record (DIR) are presented in the 
good practice guide. The analysis shows that 
‘service factors’ have a much bigger impact on 
treatment outcome than client characteristics. 
However, drug(s) of misuse also has an impact, 
in particular combined opiate and crack use 
increases the risk of having an unplanned 
discharge. Other important themes identified in 
the analysis include: some stimulant users being 
unable to access treatment services, problems in 
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the continuity of care for clients passing through 
the criminal justice system, and inpatient and 
residential settings having higher levels of 
clients having their treatment withdrawn than 
other treatment modalities. 

Treatment engagement and retention 
Most clients who drop out of treatment do so 
between initial assessment and the start of 
treatment or in the first few weeks after entry to 
treatment. 

Research shows that a range of 
interventions can help to engage and retain 
clients in treatment. 2 These include: the use of 
encouraging reminders for appointments; 
interventions to boost motivation to engage with 
treatment; quicker entry times to treatment; a 
more structured induction phase to treatment; 
accompanying clients to appointments; and the 
use of elements of assertive outreach to enhance 
engagement. 

Treatment delivery - responding to failure to 
benefit from treatment 

Once clients have been engaged and retained 
for an initial period of treatment, they are still at 
risk of dropping out, especially when they or 
their clinicians feel they are no longer benefiting 
from treatment. For many clients treatment can 
take months or even years before maximum 
benefits accrue. During this time there may be 


setbacks - clients may relapse or increase their 
levels of illicit drug use or fail to reach the goals 
set with keyworkers. Helping clients develop 
strategies to deal with these challenges is an 
essential aspect of clinical care. 

This section of the good practice guide 
discusses the evidence that inflexible treatment 
packages, punitive responses to continued illicit 
drug use and a poor therapeutic alliance militate 
against clients staying in treatment. Clients who 
drop out or have their treatment withdrawn 
constitute a group who often have additional 
needs and who might benefit from receiving 
extended periods of treatment rather than less. 
Drug treatment services will want to work more 
effectively with this client group in line with 
best practice. 

In most instances discharging clients for 
using illicit drugs or alcohol while in drug 
treatment is not recommended clinical practice. 
The Drug Misuse and Dependence: UK guidelines on 
clinical management gives guidance on responding 
more effectively to clients who are failing to 
benefit from treatment. 3 This guide revisits this 
subject and provides further consensus-based 
examples of good clinical practice for common 
scenarios such as ongoing illicit heroin and crack 
use, co-existent problematic alcohol use, missed 
appointments, failure to collect prescribed 
medication and dropping out of treatment when 
transferred between agencies. 

In addition to discussing clinical scenarios, 
this section stresses some important underlying 
components of high quality treatment. These 
include comprehensive assessment of need, 
developing a care or treatment plan, delivering 
effective interventions, care plan review and 
outcome monitoring. 

There is compelling evidence that clients 
who drop out of treatment are at significant risk 
of returning to illicit drug use, injecting, blood- 
borne virus transmission, committing acquisitive 
crime - and dying from opioid overdose. 
Continuous effective drug treatment can be 
highly protective against overdose: it can be life 
saving. The challenge for the clinician is to 
develop a treatment plan that maximises 
retention in effective treatment but minimises 
the risks to the client and the community. 

By sustaining retention of clients in 
optimised and effective treatment there is likely 
to be a greater chance that they will accrue the 
full benefits of treatment, achieve the goals of 
their care plan, complete treatment in a planned 
way and be successfully discharged from drug 
treatment services. 

Withdrawal of treatment 

Although less than 5% of clients have their drug 
treatment withdrawn by their service provider, it 
can be a controversial subject. Treatment is 
sometimes withdrawn when there is violence, 
threats of violence or other untoward incidents. 
Treatment may also be withdrawn when there is 


no sign of progress or when there is evidence of 
deterioration in treatment. Withdrawing 
treatment that involves substitute opioid 
prescribing puts clients at significant risk of 
relapse back into illicit heroin use and is 
associated with increased risk of drug-related 
overdose death - 20 times higher than that of 
clients who stay in treatment involving 
prescribed opioids. 4 Therefore, a balance needs 
to be struck between protecting staff who work 
in drug treatment services, the risks of treatment 
to the patient or others, and minimising the risks 
to clients of having their treatment withdrawn. 

The policy framework developed by the 
NHS Security Management Service, the 
strategic lead in this area, is discussed and a 
stepped approach to responding to violent and 
non-violent incidents is advocated. 5 

Completing treatment 

Leaving treatment in an unplanned way is 
associated with a worse outcome. Research 
shows that outcomes improve with time spent in 
treatment. Over time, a greater proportion of 
clients who are retained in effective treatment 
should start to achieve their treatment goals and 
begin to leave treatment in a planned way. 

Facilitating social re-integration is one of the 
aims of treatment and is an important element of 
the new drug strategy. 6 There has been a 
growing interest in recovery from dependence 
on drugs of misuse. Further integration of the 
principles of recovery into the drug treatment 
system is likely to be the next challenge to 
improve treatment outcomes and increase the 
proportion of clients who successfully complete 
treatment. To facilitate more clients to complete 
treatment successfully, drug treatment services 
may need to improve their competency in 
enabling people to achieve their aspirations, 
reach treatment goals, build social and personal 
capital and strive for abstinence when they are 
ready. 
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Dr John Dunn, 
Consultant 
Psychiatrist and 
CANDI Trust 
Clinical Team 
Leader, NTA. 
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CLINICAL CONUNDRUM 


Clinical 

Conundrum 



SCENARIO 


A 45-year-old man, who has primary alcohol dependence but is also prescribed high dose methadone 
maintenance treatment for his previous opiate dependence, does not wish to start reducing his methadone 
nor stop drinking. He has a repeated violent offending history and has recently been bailed for a charge of 
murder. He is currently on level 2 MAPPA and is stopped by the police on a weekly basis for possession of 
an offensive weapon. Although he has been convicted of possessing an offensive weapon several times in 
the past, he has repeatedly received bail for these offences. On review of the previous psychiatric notes 
and from his own personal history, he shows a pattern of behaviours since childhood that would appear to 
indicate a diagnosis of unsocialised conduct disorder and in his adult years his behaviour appears to 
suggest dissocial and psychopathic personality traits; however, this has not been formally assessed. There 
is no indication of the existence of a major psychiatric disorder. 

How should this patient be best managed? 


FORENSIC 

PSYCHIATRIST’S 

RESPONSE 

This patient would benefit from a 
full and immediate 
multidisciplinary assessment of 
his current mental health, degree 
of substance dependency and 
control, and a review of his risk 
profile. The multidisciplinary 
assessment would be aided firstly 
by the immediate gathering of all 
information that was available 
concerning the man's previous 
mental health history, 
dependency history and 
background. In particular the 
multidisciplinary team should 
attempt to receive as much 
information as possible regarding 
the patient's previous offending 
history and details regarding the 
alleged offence. Information 
could be gained further from the 
patient's solicitor, from the 
MAPPA and from police. 

The multidisciplinary assessment 
will give an indication as to 
whether this patient continues to 
present with no evidence of a 
major mental illness. 

Nevertheless there must be 
concerns that an individual who 
has long carried a weapon is now 
being investigated for possible 
involvement in a major act of 
violence. The team will need to 
confirm that this is not associated 
with any change in his mental 


ADDICTION 

PSYCHIATRIST’S 

RESPONSE 


IMMEDIATE 

MANAGEMENT 

Before the appointment at our 
Specialist Addiction Unit, we 
would gather as much 
information as possible from the 
agencies involved, preferably 
with the service user’s consent. 


This allows for a safer assessment 
and a reduction in the 
information requested of the 
service user. Given the risk 
history, we need to consider the 
risk to staff, public and other 
service users. Can we obtain an 
OASYS form from probation? 

The OASYS is a good way of 
looking at the risk history and the 
people who were previously 
victims and could clarify issues 
such as whether strangers are at 
risk, women and men, or whether 


there is a potential racial element 
to the risk profile. Is the 
offending always alcohol-related 
or also when sober? Are there any 
child protection issues? 

Ensure the team involved in the 
assessment has discussed the 
case before the day of 
assessment; does it need two 
people? At morning handover all 
the team, including the 
receptionist, who will be key in 
making the first interaction with 


the service user, should be 
briefed of the management plan 
for the assessment. 

The key is to engage the service 
user and see what they want from 
treatment. It would be helpful to 
see if there is a significant carer 
who could help improve 
engagement and retention. A 
brief history only may be 
appropriate at the first visit, 
obtaining enough information 
and corroboration e.g. drug 
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health. A multidisciplinary 
assessment will also aid 
confirmation as to whether this 
patient has a core diagnosis of 
personality disorder. Such a 
diagnosis should only be reached 
if there is reliable collateral 
sources of information regarding 
the patients' personality style and 
relationships from a young age. 

If a psychologist were on the team 
it would also be of benefit to 
conduct formal psychological 
measures. A diagnosis of 
personality disorder will need 
evidence of early onset enduring, 
persistent and pervasive social 
and relationship difficulties. A 
diagnosis of dissocial personality 
disorder requires evidence of 
violence, impulsivity, risk taking 
and an inability to learn from 
previous mistakes. 

Psychopathic personality disorder 
is a sub-type of the dissocial type 
in which there are more 
pronounced personality factors of 
superficiality, remorselessness and 
manipulation. Assessments for 
such a psychopathic disorder 
should use standardised measures 
and again be conducted in a 
multidisciplinary fashion. 
Identification of dissocial or 
psychopathic personality types is 
of importance when considering 
future risk assessments. 

The patient is currently stating 
that they did not want a change in 


their methadone prescription and 
this is probably to be supported, 
particularly in view of the fact 
that they are under investigation 
for a major charge and attempts at 
reducing the methadone 
prescription may lead to further 
instability and the risk of 
additional offending. 

Nevertheless the patient is 
currently being investigated for a 
major offence and it is possible 
that he will be charged at any 
time. Liaison with police and 
MAPPA is therefore necessary to 
ensure that should the patient be 
remanded to custody then the 
relevant prison authorities are 
aware of his long history of opiate 
dependency and the relevant 
supported prescription of 
methadone be available within 
prison. 

The patient has a reported history 
of alcohol dependence and stated 
that they do not wish to contain 
this at present. Alcohol misuse 
will be a significant risk factor in 
view of its capacity to increase 
impulsivity and disinhibition. It 
is important that the team 
understands how closely alcohol 
misuse is associated with his 
previous offending history. 

Whilst being investigated for a 
major charge of violence it is 
again unlikely that the patient 
would be likely to engage in any 
sort of controlled drinking, 
rehabilitation or abstinence. 


Again it is most likely that should 
he be remanded to custody then 
liaison with the relevant prison 
authorities be attempted to 
ensure that detoxification from 
alcohol is conducted safely with 
appropriate medical support. 

The clinical team must be aware 
that being involved in his care 
leads to the possibility that both 
the police and MAPPA will be 
liaising with them regarding his 
risk profile and also should he be 
charged with murder, with 
medico-legal advice to the 
Courts. The clinical team may be 
asked to provide an indication as 
to their opinion regarding his 
likely mental health at the time of 
any alleged act of violence and if 
charged with murder, whether he 
is likely to be open to a lesser 
conviction of manslaughter due to 
diminished responsibility. 
Thorough clinical assessment will 
provide advice as to his likely 
mental health at the time of the 
alleged killing. It is of note that 
intoxication of alcohol is not seen 
as a defence, however, a severe 
personality disorder might. The 
team may need to gain advice 
from forensic specialists. 

Treatment interventions are 
highly dependent on the 
motivation towards rehabilitation 
that the patient shows. The 
indications are that currently he 
does not wish to manage his 
dependency on alcohol or 


methadone and may likewise not 
believe that he has a range of 
personality problems that require 
multidisciplinary support. Any 
psychological therapies to address 
personality difficulties will only 
be possible when alcohol and 
drug misuse is controlled. Both 
will be the primary challenges for 
a clinical team before any hope 
for long-term treatment to address 
core personality difficulties. 

Given the age of the patient this 
is also likely to be pessimistic in 
terms of psychiatric outcome. 
Frequent offending occurs in 
such individuals both as a result 
of their personality difficulties 
and tendency to use violence as a 
way of communication but also 
often as a means of ensuring 
custodial placement. Custody 
may offer both boundaries, 
vocational opportunities and also 
at times therapeutic intervention. 
Should the patient struggle to 
manage a custodial environment 
and begin to act out in terms of 
self-harming or aggressive 
behaviour then referral to local 
forensic services to consider a 
transfer to hospital, may be 
considered. This can occur both 
during remand or following 
sentencing. 

Dr Tim Mclnerny 
Consultant Forensic 
Psychiatrist 

South London and Maudsley 
NHS Foundation Trust 


screening, to prescribe safely. 
Physical health assessment and 
screening should be part of the 
ongoing assessment. An ECG 
may be required. 

The risks versus benefits of the 
high dose methadone and alcohol 
should be a team discussion after 
assessment. At the next visit, 
feedback with the assessor and a 
doctor is a good way to further 
explore issues and clarify the 
Care Plan. An agreement to 


reduce the breathalyser reading 
to sustain the methadone 
prescribing might be part of the 
Care Plan. Would reducing 
methadone further increase 
alcohol intake? There is a 
measured risk for the prescriber 
that needs to be discussed with 
the service user and 
documented, with evidence of 
how decisions were made. 
Information should be given 
regarding emergency contacts out 
of hours for physical and mental 


health issues and details of self- 
help groups. 

Written contracts may be helpful. 
Prompt communication with all 
involved parties and linking in with 
the MAPPA panel is essential. 

MEDIUM-TERM 

MANAGEMENT 

We may want to request for a 
forensic psychiatry assessment to 
get a second opinion on the risk 
posed and the opportunities to 


mitigate against this risk. 

LONG-TERM 

The plan would be recovery via 
stabilisation and eventually 
detoxification; community or 
residential depending on the 
alcohol intake at that time. 

Dr Vanessa Crawford, 
Consultant Addiction 
Psychiatrist, East London 
and the City Mental Health 
NHS Trust 


MAPPA Co-ordinator's view —► 
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Clinical 

Conundrum 



MAPPA 

COORDINATOR’S VIEW 

In this scenario the overriding concern for 
the police would be public safety and 
mitigating the risk of serious harm to 
others. In relation to the murder charge, 
there would be a high level of attention 
from our Major Crime Investigation Team 
as well as quite possibly the press. 
Operationally the police response would 
be aimed at removing the risk from the 
community as soon as possible, using 
whatever powers there were at its 
disposal. Although this may be a short¬ 
term approach, the police would be 
heavily criticised if the suspect committed 
another serious offence and every 
opportunity to protect the public had not 
been undertaken. Surveillance would 
certainly be considered but it would have 
to be balanced alongside its availability 
and the suspect’s human rights. Without 
surveillance, all officers would be briefed 
about the potential risk posed by the 
suspect prior to the gathering of any 
evidence with the ultimate objective 
being to arrest him. 

There can be cases where a strong suspect 
is arrested but is unable to be charged due 
to insufficient evidence being available, 
often due to the police awaiting analyses 
from the Forensic Science Service. Police 
bail can be given in this circumstance. 
However sometimes there may be large 
numbers of potential suspects 
concurrently on police bail for extended 
periods, where it may take time to explore 
the lines of enquiry and establish 
evidence. But, unless bail has been 
granted by a Court, police bail does not 
allow an uncharged suspect to be subject 
to any controls on their behaviour or 
whereabouts. 

In addition to using criminal sanctions, 
the police are also likely to use Section 
136 of the Mental Health Act 1983 to 
detain the suspect should his behaviour 
indicate that he was in need of psychiatric 
treatment. If mental health services agree 
there are grounds for longer term 
detention under the MHA, this would 


AT YOUR SERVICE 


provide a solution to the police objective 
of removing the risk to the public. If not, 
this could become a point of contention 
between the two services. In these 
circumstances, coordination through 
MAPPA could ease the situation, but the 
spontaneous nature of policing and the 
short-term police objective of removing 
risk may remain a source of conflict. 

Once the suspect is taken into custody a 
mental health assessment is usually 
requested to ensure he is fit to be 
detained and interviewed. If the suspect 
is not detained under section, then if 
sufficient evidence was available, it is 
likely that he would be charged with any 
offences that are detected and taken to 
the first available court with a request for 
a remand in custody. The court may or 
may not grant this, but if not, it is likely 
that this process would be repeated for 
each subsequent arrest. Due to this 
suspect’s history of carrying weapons, any 
new offence involving possession of a 
weapon is very likely to result in a remand 
in custody. 

If this man is already included in MAPPA 
at level Z then he would continue to be 
managed in this way. But it needs to be 
emphasised that otherwise his murder 
arrest would not automatically place him 
into the MAPPA system, as this decision 
would be determined on his previous 
convictions for violence and the fact that 
he is subject to Probation Service 
involvement due to his Community 
Order. However, in reality, the only duty 
for the Probation Service here would be if 
this man failed to comply with his 
Community Order and they took him 
back to court for a ‘breach.’ which may 
lead to the court giving a custodial 
sentence instead. 

MAPPA is likely to put strong pressure on 
the Probation Service to take immediate 
enforcement action if there are any 
breaches, and for the Community 
Forensic Service’s urgent assessment. 

Both routes would be seen as a potential 
means of removing the risk from the 
public. MAPPA would also try to manage 
risks around his housing, employment, 
family and friends, but if this man is not 
subject to any legal restrictions, their 
impact would be very limited. 

Detective Inspector Andy Pope 
Multi Active Public Protection 
Agency (MAPPA), Surrey 
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WHAT I DID IN 


The beginnings 

Since becoming consultant in addictions in 
Lambeth in 2003, developing drug and 
alcohol treatment services in the local prison, 
HMP Brixton, has been a particular interest of 
mine. Anyone working at the front end of 
addiction services could not help but notice 
clients regularly disappearing from view, only 
to return a few months later having been 
caught in the vortex that commonly was the 
prison system; been forcibly detoxified (often 
inadequately); only to reacquaint themselves 
with their previous chaotic lifestyle on their 
release and eventually re-present to 
treatment services; an unlucky few having 
succumbed along the way to opiate overdose 
or hepatitis infection. From the perspective of 
continuity of care, developing good 
treatment in the prison system was a "no 
brainer". 

Unmet need 

It is not just from a continuity of care 
perspective that there seemed to me a need 
to develop prison addiction treatment 
services. Prisons are areas where the highest 
concentrations of those dependent on heroin 
and crack cocaine can be found. In a male 
remand environment, Singleton et al showed 
that up to 40% are dependent on opiates or 
stimulants - in the main heroin, crack or 
both. 1 Contrast this with the recent British 
Crime Survey which estimates that less than 
3% of 16-59-year-olds have used class A 
drugs at least once in the past year - used, 
not dependent! 

On top of the drug problems, nearly 60% of 
male remand prisoners score 8 or more on 
the AUDIT for alcohol. 1 We know that rates 
of suicide are increased in the prison 
population - alcohol and drugs being a 
considerable risk factor. There are increased 
rates of co-morbid mental illness. Prison has 
been shown in other countries to be a risk 
factor for blood borne virus transmission. 
Singleton et al have demonstrated the greatly 
increased risk of fatal overdose in the first 
week of release due to loss of tolerance. 2 It is 
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There have been windmills in the Lambeth area since medieval times, but the Brixton windmill, built in 1816, four years beforethe adjacent HMP Brixton, is the only one to have survived. 



BRIXTON PRISON 



difficult not to think that addiction is the 
most common healthcare condition in prison 
- more common than any other physical or 
psychiatric condition - and as a consequence 
of this, and the considerable mortality and 
morbidity attached to it, the most important 
treatment system to get right. 

Policy and commissioning 

Two major events led to changes in the way 
prison addiction treatment services were run. 
Firstly the responsibility and finance for the 
running of prison healthcare was taken away 
from the prison service and given to the local 
Primary Care Trusts - in HMP Brixton's case, 
Lambeth PCT. This led to the drive for 
"equivalence" between treatment services in 
prison and the community, led by an 
organisation whose priority was healthcare 
rather than custody. Secondly in 2006, 
guidance on drug treatment in prisons - 
Integrated Drug Treatment System or IDTS - 
was published; setting the basic standard for 
prison addiction services across England. 3 

In 2007 the contract for all HMP Brixton 
healthcare services - primary care, mental 
health, addictions, sexual health, etc., was 
put out to tender. The South London and 
Maudsley NHS Foundation Trust (SLAM) 
decided to bid for the mental health and 
addiction parts of the contract - going into 
partnership with a private provider Care UK 
and Lambeth PCT provider arm - an 
interesting and novel experience in itself. 
Unsurprisingly, given the market place within 
which we now work, there were twenty four 
expressions of interest in the contract from 
different providers. We were successful in our 
tender and in May 2008 we took over 
healthcare provision in Brixton Prison. 

The Brixton treatment programme 

The IDTS part of the contract includes three 
sessions of consultant addiction psychiatrist 
time - which I now fill in addition to my role 
as clinical lead for Lambeth Addictions. Most 
of the medical time is provided by GPs. There 
is a SLAM IDTS nursing team with nine 


members, which currently provides 24-hour 
on site cover. 

Inmates are screened at reception into the 
prison to see if they have addiction needs. If 
they do they are further assessed and may be 
prescribed opioid substitution therapy and/or 
an alcohol/benzodiazepine detox by the GP 
on duty. Serving some of the most deprived 
and transitory populations in the country, up 
to fifty new addiction clients can present each 
week. They are assessed the next day by a 
member of the IDTS nursing team and 
encouraged to engage with the Counselling, 
Assessment, Referral, Advice and 
Throughcare (CARATs) team for psychosocial 
care. 

At any one time we have about 150 inmates 
(from a total of 798) on methadone or 
buprenorphine. There are about a further 50 
inmates receiving alcohol detoxification. 

Impact 

In general, delivering care in this prison has 
been a positive experience. There is little 
doubt in my mind that offering substitution 
therapy to all that need it has benefits; we 
are beginning to see equivalence between 
the evidenced-based treatment in the 
community and prison treatment; IDTS has 
led to a calmer prison; there has been a 
decrease in positive drug tests in the prison 
over the time it has operated; inmates 
appreciate being given the choice between 
maintenance and detoxification, often 
choosing to detoxify. Clients do not need to 
drop out of treatment just because they have 
gone to prison. I should point out that much 
of this positive change was begun by the 
previous providers especially Dr Ray Walsh 
and Mary Hadland. 

It has not, however, been without its 
problems. The prison's primary purpose is 
custodial - healthcare has to fit around that - 
which is not easy when we are trying to 
dispense from a single hatch for 120 inmates 
in a two hour window, or when the whole 


prison is "locked down". It is impossible to 
offer a full choice of substitution therapy 
between methadone and buprenorphine - 
given the numbers in treatment, there are 
considerable concerns about the diversion of 
medication within the prison and the length 
of time buprenorphine takes to dissolve 
(even when crushed). Illicit drug use remains 
a problem in prison, although they are less 
available and there is no reported injecting 
use in the prison. There are many other 
difficulties, but I think generally the direction 
of travel has been positive and things have 
gradually improved over time. 

Conclusions 

Over a year into this contract my overall 
thoughts are that this has been a worthwhile 
endeavour, although not without its 
headaches. It has led me to reflect on the 
practice of addictions outside of the prison in 
the sense that large numbers are both 
maintained and detoxified in HMP Brixton 
with fewer staff, than either a community 
team or especially an inpatient unit. I have 
little doubt that the prison is considerably 
understaffed for the numbers of clients, but 
others, perhaps in commissioning, may see it 
differently. A further point is that IDTS states 
that prison addiction treatment should be 
GP-led - if treatment in prison is not 
specialist it is difficult to know what we 
would consider specialist. 


References 

1 Singleton N, Farrell M, Meltzer H. (1999) 

Substance misuse among prisoners in England 
and Wales. Office for National Statistics; 

Stationery Office, London 

2 Singleton N, Pendry E, Taylor C, Farrell M, Marsden 
J. (2003) Drug-related mortality among newly 
released offenders. Home Office Online Report 
Series. Home Office, London 

3 Department of Health (2006) Clinical 
management of drug dependence in the adult 
prison setting including psychosocial treatment as 
a core part. Department of Health, London. 
dh.gov.uk/publications 


Dr Michael 

Kelleher, 

Consultant 

Addiction 

Psychiatrist, 

Clinical Lead 

Addictions, 

Lambeth, South 

London and 

Maudsley 

Foundation Trust. 


SCANbites, Autumn 2009 | 13 





































ADDICTION TRAINEES 



A few words from the new Addiction 
Trainees' Chair 

Dr Julian Henry, ST6 in addiction 
psychiatry, Central and North West 
London NHS Foundation Trust. 

I have just entered my final year of 
training as an ST6 doctor on the 
Charing Cross and St Mary's psychiatry 
training rotation. I am currently in the 
middle of my 12 month placement in 
addiction psychiatry in central London 
and I'm fortunate to be working under 
the excellent guidance of Dr William 
Shanahan, Dr Owen Bowden-Jones and 
Dr Henrietta Bowden-Jones. 

Over the last year I have been using my 
special interest sessions to work with 
SCAN as one of their trainees. Not only 
has this been a very enjoyable 
experience but it has given me a unique 
insight into the world of addiction 
psychiatry and the complex issues 
challenging addiction psychiatrists 
across the country. I feel that this has 
helped to prepare me well for my new 
role as chair of the addiction psychiatry 
trainee's group. There are many issues 
facing psychiatric trainees at the 
moment, especially for those intending 
to specialise in addictions as a career. 
Preliminary findings from a national 
survey being carried out by SCAN at the 
moment indicate a likely loss of ST1-3 
training posts in addiction over the last 
few years. There has therefore never 
been a more important time to make 
sure that the world-class standard of 
addiction training in this country is 
maintained and protected. 

I look forward to being able to 
represent the views of my peers at a 
national level on the RCPsych Addiction 
Faculty Executive meetings. 


Reflections from the 8th 
annual SCAN conference for 
trainees and newly-appointed 
consultants Aideen O'Kane 


SCAM addiction psychiatry meeting for 
trainees and newly-appointed consultants 
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The conference, held on 16 - 17 June, 
opened with Dr Sally Braithwaite and Dr 
Sue Galea sharing their experiences of their 
first year in consultant posts. The challenge 
of taking up a post previously filled by 
locums was contrasted to that of a 
consultant appointed to set up a new 
service. 

We were reminded of the importance of 
getting the basics right at the start (i.e. desk, 
phone, secretary etc.), and of knowing your 
local service level agreements and exactly 
what you have been commissioned to do. 
The tricky issue of “managing change” was 
discussed, which highlighted the need to 
bring your team along with you when 
making changes and using evidence and 
audit to back up your reasons for change. 
Good communication was emphasised as 
the most successful route to resolving most 
tensions, always remembering to choose 
your battles carefully! 


Dr Robert Cohen reminded us of the 
unique role of the addiction psychiatrist as a 
specialist with the extensive knowledge 
base and experience required to lead the 
management of the diverse range of 
addictions we encounter in our community. 

Dr. Luke Mitcheson gave us an excellent 
overview of the psychosocial interventions 
recommended by NICE for the 
management of substance misuse and 
explained about the resources now available 
to aid implementation in clinical practice, 
depending on the skills and expertise of 
staff. He explained how short-term 
implementation of contingency 
management (CM) in the UK so far has 
shown “that it works if you keep it simple, 
have strong leadership in the team and a 
CM champion to promote a learning 
cooperative culture”. 

The theme for the second part of the 
afternoon was “consultancy: preparing for 
the challenge”. This began with Dr Ed Day 
giving us a most informative and 
comprehensive overview of how to prepare 
for the consultant interview, including lists 
of frequently asked questions and valuable 
pointers to essential reading recommended 
for the penultimate day. 

In these uncertain times of variable 
commissioning of addiction services we 
were fortunate to have Dr Sue Ruben share 
her personal experience of moving from an 
addiction to an adult psychiatry post, 
describing in a very entertaining manner the 
transferable skills she brought to the adult 
world and how she maintained her interest 
in substance misuse in her new role. 

A representative from the GMC, Will Blair, 
updated us on revalidation procedures in 
the UK and what to expect in the coming 
years to maintain eligibility for a licence to 
practice and recertification. 
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The SCAN trainees gave an overview of 
their role and some of the projects we 
completed over the past year along with 
presenting the interim findings of the 2009 
Specialist Trainee Survey. Day 1 ended 
with the Trainee business meeting, the 
introduction of the new SPR Chair of the 
Faculty: Dr Julian Henry, followed by a 
lively drinks reception and dinner... into 
the early hours! 

Professor Fabrizio Schifano commanded 
our attention at 9am the following morning, 
giving us a fascinating tour through the 
world of stimulant drugs and recent 
pharmacological advances in treatment. 
Vivid examples of typical party 
polypharmacy use set the scene with 
“alcohol taken at the beginning of the 
night to get a better high... followed by 
additional cocaine, amphetamines and 
more ecstasy tablets to maintain arousal 
and alertness... followed by large doses of 
opiates or high (sedative) doses of alcohol 
to calm down before going home...” 

The use of cocaine and its associated 
formulations were covered and attention 
was paid to the large increase in cocaine- 
related deaths over the past 15 years. The 
increasing use of the extremely potent 
stimulant “crystal meth” and its worrying 
psychopathological consequences were 
highlighted, including unpredictable 
violent behaviour. MDMA (Ecstasy) and 
the increasing number of synthetically 
manufactured “XTC like drugs” were 
afforded some discussion as part of a whole 
new world of synthetic stimulant and 
psychedelic drugs increasingly accessible in 
cyberspace. As to the management of 
stimulant/cocaine addiction, this remains a 
puzzle. Professor Schifano named a few 
drugs as showing promise including D2/D3 


partial agonists, calcium antagonists, 
disulfiram and the therapeutic vaccines. 
Much of the evidence to date however 
remains inconclusive. 

Dr Michael Farrell followed later with an 
equally interesting talk on amphetamine 
use today, reminding us of the many 
medicinal roles amphetamines have played 
throughout the 20th century: Benzedrine 
inhalers for nasal decongestion, 
raphetamine phosphate tablets as a mood 
elevator “restoring mental alertness, 
cheerfulness and optimism”(1951), their 
role as appetite suppressants and Ritalin for 
ADHD. We were reminded that seizures of 
amphetamines in the UK ranks third 
highest in the world; the potential of 
Modafenil in the treatment of cocaine 
withdrawal symptoms was also discussed. 

The main theme of day 2 was “Addiction 
and the Law”. With the particular 
emphasis being on the role of the expert 
witness in the family courts, we were 
privileged to have Sarah Woolrich, a 
barrister with many years’ experience in 
the family courts, to give us a legal 
perspective on what is expected of expert 
witnesses in court. Sarah emphasised the 
need to be vigilant and work within your 
areas of skill and competence, the 
importance of providing an opinion, 
explaining how you arrived at it, and 
enumerating what other differentials and 
management options were considered, 
what were excluded, and why. 

This was followed by Dr. Eilish Gilvarry 
giving us the clinician’s perspective on the 
dos and don’ts of report writing and being 
an expert witness. She reminded us that 
everything we do has a legal connotation: 
record keeping, report writing, and 
appearing as an expert witness in court. We 




should always expect cross-examination of 
reports and get feedback from colleagues 
and lawyers on our reports if possible. 

Dr Mike Kelleher spoke of the high 
prevalence of drug dependence in prisons 
along with the associated high rates of 
drug-related suicide. He gave us a 
remarkable insight into the challenges of 
managing substance misuse in prison along 
with some of the success that has been 
achieved through the introduction of the 
Integrated Drug Treatment System. 

The conference ended with a stimulating 
talk by Dr Judy Myles, who gave us her 
appraisal of how changes in the UK health 
care system are transforming the role of the 
addiction psychiatrist in service provision. 
The importance of being alert to national 
policy documents and of taking an active 
part in contributing to such important 
external drivers of change was emphasised. 
We were reminded of the excellent 
resources SCAN provides, which we as 
future consultants can use to help shape 
the national and local changes afoot. The 
talk provoked a lively discussion about 
areas in which change is bringing 
opportunity. 

This was the first year the conference ran a 
poster competition. Many high quality 
posters were submitted, and the winner 
was Dr Caroline Cooper and colleagues. 

The conference was very well received and 
the feedback was very positive. The SCAN 
conference for trainees and newly 
appointed consultants continues to go from 
strength to strength, with this year’s 
feedback revealing 100% satisfaction with 
the conference as a whole. We look forward 
to the 2010 conference. 

Presentations from the conference can be found 
at http:lwww.scan. uk. net 


Dr Aideen 
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forensic 
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Esk and Wear 
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Dr Julian Henry, 
SCAN Trainee 
and ST 6 in 
addiction 
psychiatry, CNWL 
NHS Foundation 
Trust 
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SCAN bids au revoir to three trainees 

Drs Aideen O'Kane, Caroline Cooper and Julian Henry 
have completed their year of special interest sessions at 
SCAN. Their hard work and enthusiasm has contributed 
positively to the work carried out by the whole team, and 
we wish them all the best in their future endeavours. 


Letter to the editor 


Retendering - not the answer 


Sir, With 21 years in the NHS, 18 of them serving 
in the specialty of addiction, I am both saddened 
and angered by the practice of retendering 
described in your recent lead story (Retendering of 
addiction services...). Retendering is a drastic step 
which one would hope is reserved for the most 
exceptional of circumstances. No doubt such 
circumstances do exist, but your statistics reveal a 
more widespread approach. 

My criticism is not directed at the “third 
sector” but rather to the written (and “unwritten”) 
policies that are being encouraged, supported and 
implemented across the regions of England and 
Wales. The driver behind these initiatives is 
clearly money - rather notions of value for money 
- but my concern is how this value is being 
defined. Unit costs are likely driving such changes 
but these calculations are a blunt instrument which 
does not account for complexity of patients, quality 
of care received or health improvements 
experienced by the patient. The introduction of 
TOP has not improved our understanding of the 
quality agenda either. Poor service compliance 
with TOP triggered a review of its protocol this 
summer. Therefore little is known about which 
model of service is the safest and most effective. It 
appears to me that commissioning services on the 
basis of unit costs is a gamble. 

The retendering process often results in 
workforce changes with the reduction of specialist 
nursing posts and introduction of lesser qualified 
drug workers. Little is thus far known about the 
changing landscape of the nursing profession in 
this field and the resulting impact on patient care. 
Nurses working in our service hold on average 
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eight years’ post-registration experience in the 
addiction field, in addition to possessing 
additional relevant higher qualifications in 
specialist subjects and obtaining formal training 
in psychological therapies and non-medical 
prescribing. 

I am concerned that the reduction in nursing 
posts will result in practitioners who are not 
clinically qualified, assessing, monitoring and 
providing treatment for a patient group, many of 
whom have complex medical or psychiatric 
problems. I fear that the governance 
arrangements are not clear to the patient, staff or 
organisations. The emphasis on the cost of a 
service reduces treatment to the lowest common 
denominator rather than the safest, most 
effective service. 

Our patients and communities require access 
to the most effective treatment - retendering 
does not guarantee any improvement in care but 
might jettison skilled and dedicated nurses away 
from the specialty to the detriment of the 
patients and the specialty alike. 

Consultant Nurse in Addiction 
England [name withheld] 



Royal College 
of Psychiatrists 


czza 

National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 


Regional 

September 

LONDON (LDDCG) Weds 16th Sept 

EAST Fri 25th Sept 

October 

SOUTH EAST Fri 16th Oct 
SOUTHWEST Fri 16th Oct 
WEST MIDS Fri 23rd Oct 
November 

NORTH EASTThurs 5th Nov 
NORTH WESTThurs 5th Nov 

National 

September 

SCAN Conference, Radisson SAS, Manchester 
Airport. 17th & 18th September 
Rebecca.murchie@nta-nhs.org.uk 020 7261 8706 

International 

November 

SSA Annual Symposium 2009.12-13 
November, Park Inn, York 

Themes: Treatment policy 

Service-user involvement 
Young people and families 

Professor Christine Godfrey will give the 
Society Lecture - 'Addiction treatment - do 
economists contribute to the policy debate?' 

Speakers will include: 

• Connie Weisner - California, USA 

• Ann McNeill - Nottingham, UK 

• Eileen Kaner - Newcastle, UK 

• Jo Neale - Oxford, UK 

• Anne Lingford-Hughes - Bristol, UK 

• Gerhard Biihringer - Dresden, Germany 

• Isidore Obot - Geneva, Switzerland 

• Keith Humphreys - California, USA 

• Antoni Gual i Sole - Barcelona, Spain 

• John Cunningham - Toronto, Canada 

• John Kelly - Boston, USA 

• Rhoda Emlyn-Jones - Cardiff, Wales 

Submissions for delegates' posters and oral 
presentations are now welcome. Any 
addictions subject will be considered. See 
'Instructions for Authors'. £500 prize for best 
poster. 

Graham Hunt, Leeds Addiction Unit, The 
Coach House, 19 Springfield Mount, Leeds, 

LS2 9NG 

graham.hunt@leedspft.nhs.uk (fax: +44 
(0)113 295 2787) 

February 

Evidence-based Treatment in Real World 
Systems: Maximising Service, Value, and 
Outcome. Twelfth International Conference on 
Treatment of Addictive Behaviors (ICTAB-12) 7th 
- 10th February 2010 Santa Fe, New Mexico, USA 
casaa.unm.edu 
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